A 77-year-old woman was admitted to our outpatient department complaining of abdominal bloating and distension in the preceding 3 months. The patient had lost weight and had appetite-associated nausea, with no history of jaundice. Her physical examination was unremarkable except for the presence of ascites. Serum-ascites albumin gradient (SAAG) was 0.4 -compatible with nonportal hypertensive ascites. The ascitic fluid showed no bacterial or tuberculosis infection and the cytological examination was negative for malignancy. Abdominal computed tomography (CT) revealed a large cystic lesion in the posterior segment of the right hepatic lobe, with a separated germinal layer and widespread ascites with dense internal echoes and septal appearance (Fig. 1) .
The result of a serum Echinococcus indirect haemagglutination test was positive. The patient was diagnosed with spontaneous rupture of a hydatid cyst into the peritoneal cavity without trauma. Treatment with albendazol (10 mg/kg/day) was initiated and emergency surgical exploration was suggested. However, the patient refused surgery and was lost to follow-up.
Ruptured hydatid cyst is a rare cause of ascites, but should be considered in differential diagnosis, especially in endemic areas such as Turkey. Because rupture of an hepatic hydatid cyst into the peritoneal cavity can lead to an acute abdomen with chemical or bacterial peritonitis, it can be fatal without appropriate surgical management.
